two cases. One was a post-pneumonic ulcerative endocarditis, affecting both sides of the heart, in which anti-streptococcic serum was used, but without effect, and the patient died. The other case was not one of his own, but one which was brought under his notice. The patient had an attack of pneumonia, with delayed resolution, and in many respects it closely resembled tubercle. Repeated examination was negative in regard to tubercle, but positive with regard to pneumococci. An antipneumococcic vaccine was prepared, and under its administration the patient made a good convalescence.
The last point to which he wished to refer was that concerning exposure in inducing pneumonia. Dr. Latham had referred to it, and had adduced evidence to show its importance. He, Dr. Caley, wished to submit the other side of that. Some years ago he made careful enquiry into the mode of onset and antecedents of a large series of cases of pneumonia, and found that if one was careful to exclude the fallacy of the initial rigor as evidence of "chill," this was much less common than is popularly supposed, but, on the other hand, in a large proportion of the cases there was evidence of antecedent nasal or naso-pharyngeal catarrh. He believed the important point was exposure, " chill," overfatigue, or other lowering influences acting in the presence of pneumonic catarrh of the upper air passages, and not such extraneous factors alone a consideration which had an obvious bearing on the prophylaxis of pneumonia.
Dr. SAMUEL WEST said he would not burden the Section with figures, but would make a few comments on matters which had interested him in the series of cases. One point, to which he believed reference had not been made, was in relation to the pulse and its ratio to the respiration, which was so characteristic of pneumonia, but was not pathognomonic in the sense of occurring in that disease only. He referred to the fact that it was often more marked during early convalescence than during the acute stage. The mechanical impediments in the lung persisted, and so the respiration did not fall as rapidly as the pulse, consequently in some cases the pulse-respiration ratio might be more perverted during convalescence than during the acute stage. He did not know how often the knee-jerks had been referred to during the discussion, and he did not know what Dr. Latham had in his mind, because the knee-jerks varied at different stages of the disease. He believed they were indebted for the observations of the knee-jerks to Dr. Stanley Barnes, of Birmingham, who wrote a very good paper on the subject. Dr. Barnes stated-and in regard to that Dr. West was ready to confirm the statement-that the knee-jerks were present at first as usual, i.e., up to the third day. On the seventh day they became impaired or absent, generally absent. On the eighth or ninth they increased, and finally became normal again at the end of a fortnight. It therefore depended at what stage of the illness they were examined as to what their condition would be. Dr. Barnes also said that the knee-jerks were important with regard to prognosis-that where they disappeared late the prognosis was more favourable, and where they disappeared early the outlook was more grave. It was also said that they were important in -diagnosis, for in tubercular pneumonia not pneumococcal they were increased, not diminished, and in septic pneumonia they were unaltered. On those points he had no personal observations to offer. Reference had also been made to some of the spinal symptoms which, curiously enough, were present in some of the cases. Cases presenting symptoms suggestive of meningitis were common enough in children, and in some the symptoms of cerebro-spinal meningitis might be closely simulated. There was another group in which spasms and twitchings of muscles occurred sufficient to suggest some acute spinal infection. Such symptoms occurred only early in the disease, and were not common. As the disease became definite and marked, the spinal symptoms disappeared. Such cases were very puzzling at times.
The last point on which he would speak was that to which a good deal of reference had been made, namely, the general question of pneumococcal infection. A series of statistics had been supplied, all leading to certain conclusions, namely, that pneumonia was followed in such and such proportions of cases by such and such complications and sequelae. These statistics showed that many of those infections were rare, e.g., meningitis was rare, spinal lesions were rarer still, and pericarditis and peritonitis also were by no means common. Yet when one read the papers on general pneumococcal infection, one was surprised at the number of cases recorded. To take one instance, that of arthritis, statistics showed beyond dispute that arthritis was a very rare affection as the result of pneumonia. Yet it was surprising to read of the number of cases of so-called pneumococcal infection of joints which had occurred in some people's experience.
With regard to the relation of pneumonia to those general infections, the opinions of authorities differ widely. It used to be held that blood infection was by no means common in pneumonia, but that was not the view now, for with care the pneumococcus might be demonstrated in the blood in most cases. Some had been led from this to conclude that pneumonia was a general infection with local manifestations in the lung. Arguing in the same way the same might be said of the other pneumococcal infections. But, if that were so, it was curious that one part of the body should be so often affected without any secondary complications, so that it seemed necessary to conclude that the pneumococcus was a germ which was easily satisfied, and when it had produced a lesion in one part of the body it did not trouble to produce another. That was not a probable or satisfactory conclusion, and some alternative was required. For his own part he was inclined to regard pneumonia as a local infection with secondary complications in a small number of cases, and it was towards this view that clinical investigation and observation seemed to lead. How were these divergences to be reconciled?. The most probable conclusion was that the pneumococcus met with under these different conditions was not the same organism as that responsible for pneumonia. Morphological similarity was no proof of pathogenic identity. He believed that further research would result in the same views being held with regard to the pneumococcus which were now accepted in regard to the streptococcus, and that under the term pneumococcus were comprehended different strains or varieties morphologically allied, but with different pathogenic idiosyncrasies.
Dr. TIRARD said the Section felt much indebted to Dr. Hector Mackenzie and those who had contributed the statistics, but he was afraid lest in considering the statistics the patient might be forgotten, lest in having before them all the dangers they might fear a little too much and lose heart unduly when confronted with serious symptoms. He felt this especially with regard to the comparative importance attached by the opener of the discussion to pleurisy which required tapping, to gangrene of the lung, and to abscess of the lung. Dr. Mackenzie said that in nearly all those cases the conditions were fatal. But that was scarcely his, Dr. Tirard's, own experience. He had in mind many cases of each of those conditions which showed that the mortality was scarcely so great as the figures supplied would lead one to suppose. Again, Dr. Mackenzie said that a large proportion of the fatal cases between the ages of 7 and 19 had had some kidney complication, and appeared to associate the kidney trouble with the death. He, Dr. Tirard, had seen numerous cases of toxcemic symptoms in connection with pneumonia, but he had not seen cases in which he could definitely say that the symptoms were due to uraemia. On the other hand, he had not seen cases in which subsequent to the attack of acute d-13
